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Ethnicity (please check one)
Hispanic / Latin / a /o/x
Y[ N ! Decrinetoprovide!

Pleose print neotly in copital leuers <rs shown in the

P

Medicare

! United Healthcare

u
other Private No hrsurance!!

Permanente

n
ance

!
Medicaid Kaiser

Pleose onswer olI quesliotrs os completely
os lnssible.
Pleose use only black ink to completc
lorm,

Are you over age 651

Are you over 49 years of age? (Shoutd nor get n sal fiu vaccfne.,

Are your or your child around anyone that is severely immunocompromised (someone that requ
get nasat ftu vaccinc.)

ires a protected environment)? (shoutd nor

ls your chitd 5 years or older and has asthma? (Shot td not ger nasat flu vxctno.l

Do you or your child have cochlear implant(s) or have a cerebrospinal fluid teak? (shorrtd not Bet naral flu vaccine.)

Do you or your chitd have a medicat coodltloo llke dlabetes or heart diseas€? (shorrtd nor get tu$l flu racctne.)

Does your child age 2 through 4 years have asthma or a htstory of wheezing in the past I 2 months? (Shosld nor 8ot nosat flu vaccine.;

lS yorr chitd younger than age 2 yeafs? (Sltoutd not get nasal rpray flu vxctne.)

0o yotl or your child have a weakened immune sy:tem? (shoutd oor get nasal ip.ay flu vacctno.)

Atc you or yout child re<eMr8 atplrh.or.rsllqylate.contalnlng rnediclner? (Should nor got ns$l $ray flu vacclne.)

Are you or your female teen pregnant or plannlng to becorne pregnant in the
flu vaccim.)

next 2 months? lPrCanant individuatr shoutd not get nagt Iray

Have you or lour chlld ever had Guittain.Barrd Syndrorne wltiln 6 weeks after gettlng a flu slrot (a tlDe of tenporary severe muscte
weakness)? Fhculd nor Ser nael rpray flu \acclno.,

Have you or your child ever had a serious atlergic reaction
other ingredients?

(anaphylaxis) to flu vaccine or any ingredlents like getatin, antibiotics, or

Are you or yqrr child sick today or have a feyer?

Has your child ever had a totat of 2 doses of flu vaccine? Yf] Nn Don'tknow !
lf your

of
ages months and

answer the fol

American lndian/Alaskan Native
Asian

8lack, African American
Native Harvaiian/Pacif ic lstander
0ther

White
Oeclirre to Provide

Race(s) check all that apply

Gender Fernale/Feminine A(ale/Masculine Un Decline to ProvideF AT Tr Tr Non

E-mail

Number

Code

Cou

Date of Eirth

(lt lelt thrn 4 ycJrs old)

First Name

Last Name

me Phone Number

M.t.

Age: (years) (months)

lf undor 18
years of age
please

rcr-Irt

(\0 Colorado Influenza Vaccine
Vaccine Screeni and Administration Form res

T lrc od ttti ttis I r o I i<>n t ecor d is on lhe r eve r se
sicle ol tltis docttnrcnt.
Yorr rvill receiveo record ol llrc voccittolio,t to
loke home with yo.t.

cDlt )/20?l



Last Name

Date of Birth

First Name

“

1   'tl 0   0 Y γ  Y Y

For chiidren betweenages 6 months and 9 yearsi

Dose Number: 1□  2□

Autho「 lzation to Adnlinister infiuenza Vaccine

i have read or haむ exptained to me the Vaccine information sheet rOr the inrtuenza vaccine that i and′ or rny chtid、 ″ill receive.l understand the beneFits and

risks of receiving this vacCine.:have had a chance to ask q(lestions,vhich、 ″ere answered to Fny satisFactわ nt i hereby retease this provider,its emptoyees

and its volunteers frOm any tiabilヽ ty For any resutts、 vhich rnay occur From the administration or this vaccine.

Dato: ______′ ―――…………
′
………………………

Signature or Patient′ Parent′ Logal

6uardian′ hedicaI Power of Atto『 ney:

le

7 4 3 4
VFC PIN

LAIV

‖V      ′       ′_______

ViS Publkation Date

□6SK  □ Seqirtls
□D81omed□ Psc

□ Ptt lSanJI)□ ねJhmune,I碇

国

□

Ｃ
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ｕｂ‐ｉ
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Provider Type

Date Aむ mi:、istered

/

Brand Name

Lot Number

Name

□ 0.25 ml□ 0.7 mi

□ 0.5 ml □ 0.2ml
tO imVttitrit〕

Provider Name

□ LD  [Ξ〕 LT

E] RO □ RT

□ Na開 i

Site

Administered by:

Name Titie
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